Background and objective: Referral systems are relatively easy in terms of design, but implementing them is extremely difficult. Considering the three levels of primary healthcare, access of people to specialized services through a referral system is possible. With regard to the importance of a referral system in a family physician program, this study was performed to assess the function of the referral system in the family physician program in Jiroft University of Medical Sciences. Methods: This cross-sectional study was performed in the first half of 2014. The sample size included 700 patients selected using multistage sampling. Firstly 30% of health centers were randomly selected as a cluster. Then, the patients were randomly selected from each cluster. The study data were collected through a questionnaire consisting of 2 parts -demographic variables and the rules of the referral system. Data were analyzed using descriptive statistics, Chi Square, and Logistic Regression. Results: From 700 patients who received the level 2 services, 69% of cases were female and 31% were male. One hundred eighty-two cases (26%) had referral form from health house. Only 56.4% of persons referred to the centers because of diagnosis of the family physician. For 34% of cases, the specialists wrote the results of their evaluation in feedback form. Four hundred sixty-three patients did not return to their family physician because of lack of knowledge. Conclusion: The referral situation to level 2, in the present study was poor. Ease of access to specialized services level 2, and educational intervention for healthcare staff and familiarizing people with the objectives of the family physician program and referral system are recommended.
Introduction
The healthcare system is organized for higher effectiveness and efficiency and also in order to create equity and possibility of all people having access to three levels of healthcare and access of individuals to more specialized services through development of the referral system (1) . Referral systems are relatively easy in terms of design, but implementing them is extremely difficult. Efficiency of a patient referral system's performance depends on the different levels of the health system and ensuring them from staff, efficiency of the informing system performance, ease or difficulty of transport and the costs of different levels of care (2) . In Turkish social insurance organizations, the family physician is the first person who visits the patient and provides the necessary examination and treatment, and if it is necessary, refers the patient to the second and third levels of services (3) . In Iran, the National Plan of Family Physicians has been implemented according to article 91 of the Fourth Development Plan with the aim of strengthening the referral system, increasing the accountability in the health market, increasing the access to health services, reducing the unnecessary costs in the health market, and increasing the coverage of services in all rural areas and small cities with inhabitants less than 2000 people (4) . Karimi suggests creating the health records for patients and also emphasizes on the necessity of free healthcare service for rural areas (5) . In studying the patients in two Northern provinces of Iran in 2008, 46% of them were referred to specialists according to the general physician diagnosis, while 56% were referred due to the patient's request. Among all patients referred to this level, only for 17% of them a copy of the list was sent to the health house. Despite several researches emphasizing on the importance and necessity of using an appropriate referral system; in Iran, evidence suggests that the quality of the existing referral system is not very good. For example, a study in the Northern provinces indicates that the quality of the referral system in 67% of cases were unfavorable (6) . Other evidence suggests that only 25.3% of the cases were referred back to family physicians after receiving second level services (6) . Nowadays, in many countries including North America, Western Europe and Canada, family physicians are responsible for healthcare delivery and a health team. In Britain, Canada, South Korea and Chile, the national health system is based on the level of the referral system and family physicians (7) . Although an increase of accountability, people's access to healthcare and reduction of unnecessary costs are the objectives of the plan, some evidence suggests that the most significant weaknesses of the plan are the deficiency of the referral system and the lack of providing appropriate feedback from physicians who specialized into family physicians, lack of foresight facilities, and high volume of tasks (8) . According to the patients, most of them do not revert to the first level due to lack of awareness and in general, the process of referring to a specialist physician through the Family Physician Program has not been observed (9, 10) . Given the importance of the referral system in southern cities, in this study it was aimed to determine the function of the referral system in the Family Physician Program in Jiroft University of Medical Sciences.
Material and Methods
This study was a cross-sectional study which was conducted in 2014 on all cases who referred to the health centers of Jiroft University of Medical Sciences which was implementing the Family Physician Program. The sample size included 700 patients selected using multistage sampling. Firstly 30% of health centers were randomly selected as a cluster. Then, the patients were randomly selected from each cluster. In the first stage, approximately 19 health centers (30%) among all centers implementing the family physician project were selected as research cluster in each city. In order to select them, the name of the health centers implementing the Family Physician Program were listed. Systematic random sampling was used in the first three centers listed. Accordingly, 5 of the 15 centers that were covered by Jiroft city, 2 of the 6 centers covered by Anbar-Abad city, 3 centers of the 9 centers covered by south of Roodbar city, one of the three centers covered by Faryab city, 3 of the 10 centers covered by Kahnooj city, 2 of the 7 centers covered by Ghalehgang city, and 3 of the 8 centers covered by Manoojan city were selected, which in total, included 19 of the total 58 centers. In the second stage, the researcher referred to all healthcare centers, and recorded the names of all patients who had not recovered from illness at the first level and required a specialist physician at level 2, from the registered office or the list of referenced patients and interviews were done by visiting them at their homes and if they referred to level 2 and had received needed services, they also were studied. Inclusion criteria were patients' satisfaction to participate in the study, having medical records, referred to health centers and referral to Level 2 during the past month, covered by the Jiroft University of Medical Sciences. Exclusion criteria were patient dissatisfaction and lack of cooperation. Data collection tool was a standardized questionnaire that was designed in the Northern provinces by Pour Shirvani and colleagues (12) . Score 1 assigned to the "Yes" answers and zero score was assigned to the "No" answers. The recorded data included: age, sex, occupation, place of residence, date of admission, the records in "Health House" referral system, the referral request, visiting date and type of service from Level 2, and feedback from specialist physicians at level 2. Results of the received services in health records, telephone follow-ups by family physicians and health workers and ultimately, patient satisfaction from referral process were collected through interviews, observation of rural insurance and related charts at the center for 5 to 7 patients. Results of answered questions were categorized using a scale of three Bugardos ratings at optimum level (with 75-100% of the total score), relatively favorable (75-50% of the score), and poor (less than 50% of the total score) (13) . Data were analyzed using descriptive statistics, Chi Square, and Logistic Regression, and p<0.05 considered as significant.
Results
There were 217 (31%) males and 483 females (69%) from 700 patients who referred and received the service at levels 1 and 2. Occupation of 436 cases (62.3%) was housekeeping. Most age groups that participated in the study (46.4%) were between 20 to 40 years. Table 1 shows the frequency distribution of demographic variables. Based on the data in Table 2 , Chi square test showed that the percentage of people who have adhered to the referral system in patients referred from health centers (72.6%) was significantly higher than patients without coordination with health centers (50.7%) who referred to family physicians. In terms of sending referral transcript to the Health Houses, Chisquare test showed that among those that physicians had referred to Level 2 (42.5%) and patients who were selfreferred to level 2 (13.7%) had significant difference between the two groups (p=0.000). According to Table 2 , among 136 cases of feedback provided by the specialists of Level 2, 23 cases (5.7%) has good quality, 22 cases (5.6%) had relatively good quality, and 91 cases (23%) had poor quality that it did not show significant differences between the referred patients (p=0.812). Table 2 reveals distribution of patients admitted to Level 2 in terms of "Health House" referral, sending a copy of the referral to home care, quality feedback, record the results in health records by the type of referral (by referral system, self-referral by patient). According to data from Table 3 , among the patients who the family physician referred to the second level, 104 patients (41.2%) noted lack of awareness as cause of lack of referral to the family physician that the situation in patients who they asked to select their own family physician showed significant differences (p=0.000). In terms of the satisfaction level, statistical analysis showed there was not a significant relationship between the level of patient satisfaction, the referral system, and referral system observance by them (p=0.073). Table 3 reveals distribution of patients admitted to Level 2 on the causes of visits to the family physician and the patient satisfaction referral system by the type of referral (by referral system, self-referral by patient). Results in Table 4 show that when a physician sends a copy of the referral health center, the possibility of asking patients for referrals from health centers exceeds 3.5 times rather than when the physician does not send a copy to the referral health center. 
Discussion
The direct referring of people to the health centers is contrary to the Universal Declaration of Alma-Ata and the objectives of Iran's Health Network system (12) . But the available evidence suggests that about two-thirds of patients who were referred to Level 2, referred to health centers without a referral from the health center. It was also consistent with the studies of Poor Shirvani and colleagues (9) , and Chaman and colleagues (13) . The increase in direct patient referrals to family physicians is related to the lack of awareness of the benefits of the Family Physician Program (14, 15) . Hassan Zadeh and colleagues, in their study, emphasized that implementing and managing an effective referral system requires the inclusive cooperation of the government, and carrying out sweeping reforms (16) . The reported findings of feedback by physicians from Level 2 demonstrated that more than two-thirds of family physicians without referral patients had no feedback and less than 6% of them had favorable feedback. It seems the lack of supervision by the medical universities and insurance companies on the healthcare intensify to poor feedback from level two to level one. The important benefits of sending feedback to the family physicians are avoiding the unnecessary costs and fixing them with treatment and baseline levels of disease. In the family physician program and rural insurance in Kerman and Yasouj, increase of awareness of family physicians from feedback, results in reduction of unnecessary referrals to higher levels and accordingly, the reduced costs to the second level (17) . On the other hand, with strict observance of the principles of the referral system by physicians and contributions of stakeholders in order to solve the existing problems, it can be helped to improve feedback from level two to level one (18) . In the present study, results of visiting were appropriate in the health records of patients referred by family physicians than self-referential patients, but in general, the status or health records were not ideal. Cahman and colleagues also studied results of visiting and found that in only 12.8% it was recorded in health records (13) . Lack of registration of results in the health records may be due to the paperwork, lack of systemic files, fatigue caused by activities, lack of time, a lot of people visiting the family physician, while in the study of Zahra Hafezi and colleagues, more than 95% of patients thought a referral system was effective and the main advantage of this program was constructing the profiles for the treatment of insured health records (19) . Therefore, promoting the family physician's awareness about the mentioned issue is a suitable tool. According to findings reported in Table 3 , unawareness and traffic problems are two main causes of lack of visits to the family physician after the Level 2 visit. It seems, serious consideration of healthcare providers and executives of plans is necessary to improve the provision of information to public authorities covered by its orientation with various aspects of the program. In this research, observing the referral system had little impact on patient satisfaction and in the study conducted by Poor Shirvani and colleagues, the patient satisfaction rate was reported as 66.6, 51.3, and 53.6% (9) . The lack of proper observance of the referral system and the lack of tangible benefits of this system, time consuming, reducing drugs per prescription, and poor awareness of personnel from family medicine can be the reasons of dissatisfaction, because the level of satisfaction determines the level of performance. So that in the research of Zahra Hafezi. et al., the emphasis is on workshops and educational programs to promote and improve the performance of physicians in health and technical areas, and promoting the cooperation between the departments (19) . Results in Table 4 show that when a physician sends a copy of the referral form to the health center, the possibility of asking patients for referrals from health centers exceeds 3.5 times rather than when the physician does not send a copy of the form to the referred health center. Therefore, the necessity of sending a copy by referring the patient to the health center is more than ever. Results of advice by the physician showed that when the physician advises patients, it is more likely to refer a patient request. It means that, with knowledge and patience in visiting patients and providing advice, it will be possible to convince more patients to compliance to the referral system. However, sometimes physicians have not cooperated in advising the patients, so that due to the views of 32 family physicians who participated in the study of Manca et al, the causes of lack of advising by the physicians are related to the overload of work, income inequality, lack of control over their paperwork and repeated phone calls (20) . Hosseini and colleagues found out that the following-up and advice from the physician after a referral for asking the latest results of treatment was not observed in 12.2% while in 68% it was somewhat observed (21) . If a behvarz (health worker) provides the recommendations for the patient, the possibility of a patients request for referring to the "Health House" is as much as 2.2 times more than when necessary recommendations have not been provided. Providing the recommendations by both the physician and the behvarz are necessary, health workers provide recommendations to reduce the times of the patient's visit to the family physician. Leibowitz et al, concluded that telephone counseling and the provision of medical advice can reduce workload and subsequent cost (22) . In the case of selecting specialists by the patient, when the patient's family physician guides them to the specialists, the possibility of a patient's request for a referral as 0.44 is less than when the physician did not guide. Guidance and selection of specialist physicians leads to the correct treatment and reduced costs. Good results were also obtained about the education, which means when patients have higher education, then the possibility of asking patients for referrals is 0.55 and less. Therefore, as people have higher educational level, their visiting and referral to physician education is reduced. People, who are better educated, do the appropriate action. The limitation of this study is that we used a closed questionnaire and, as a result, some aspects might have been missed. Therefore, future studies are recommended to use individual or group interviews for achieving further viewpoints of the other stakeholders in the referral system.
Conclusions
According to the results, sending a copy of the referral, sending feedback, and recording the results were evaluated as undesirable. It seems that by providing electronic health files for the covered population, it will be possible to motivate and justify specialist physicians in the treatment of referred patients, considering economic problems and rights and benefits of other health team members as an effective approach to improve the referral system in the Family Physician Program. Additionally, by providing conditions for physicians and nurses in rural areas, availability in all hours of the day, and increasing the efficacy of this important national program, the quality of the referral system can be improved.
